Abstract The generic reference price system (RPS) can impose a financial penalty for patients using a brand name drug instead of its generic alternative. Previous studies on the impact of the RPS have not considered the potentially differential effect of using generic alternatives for individuals with a different socioeconomic background. However, patients' characteristics might determine their overall knowledge of the existence of the system and thus of the financial burden to which they may be confronted. The association between patients' characteristics and the use of generic drugs versus brand name drugs was analyzed for ten highly prescribed pharmaceutical molecules included in the Belgian generic reference price system. Prescriptions were obtained from a 10% sample of all general practitioners in 2008 (corresponding to 120,670 adult patients and 368,101 prescriptions). For each pharmaceutical molecule, logistic regression models were performed, with independent variables for patient socioeconomic background at the individual level (work status, having a guaranteed income and being entitled to increased reimbursement of co-payments) and at the level of the neighborhood (education). The percentage of generic prescriptions ranged from 24.7 to 76.4%, and the mean reference supplement in 2008 ranged from €4.3 to €37.8. For seven molecules, higher use of a generic alternative was associated with either having a guaranteed income, with receiving increased reimbursement of co-payments or with living in areas with the lowest levels of education.
Introduction
Among the various measures employed by European countries to control public spending on pharmaceutical products, reference pricing is one of the most popular. A reference price system (RPS) establishes a common reimbursement or reference price for a group of comparable or interchangeable drugs, called a cluster [1] [2] [3] [4] [5] [6] [7] . The thirdparty payer reimburses no more than the reference price for all drugs within the same group. Therefore, a patient taking a drug whose price is above the reference price has to pay the difference. This extra patient cost is usually referred to as the ''reference supplement.'' Such a system controls drug expenditures for the third-party payer by (1) making consumers and physicians decrease their demand for relatively higher priced drugs, thus stimulating them to choose less expensive alternatives and (2) stimulating price competition in drug markets [2] .
The most controversial issue in the RPS is the definition of the cluster, which can be narrowly or broadly defined. The broader the definition of a cluster, the higher the number of drugs for which the same reference price applies. A system with clusters including only original drugs that lost their patent protection and a possibly long series of generic alternatives for that off-patent original product is called ''a generic RPS'' or ''generic referencing'' [8] . This is the system in place in Belgium, Denmark, France, Portugal and Spain [9] . Broader definitions of clusters can be either (1) products with chemically related active ingredients that belong to the same pharmacological class (for instance the class of all drugs containing a statin as active ingredient) or (2) products that may be neither chemically identical nor pharmacologically equivalent, but have comparable therapeutic effects (for instance different types of antihypertensive drugs). Such a system is commonly addressed in the literature as ''therapeutic reference pricing'' [2] . Typically, countries that have put such a broader version of the RPS in place make use of a mixture of narrow and broad clusters, depending on the types of drugs. The Netherlands, Germany, Italy and Hungary have such a system.
Most studies assessing the impact of the RPS cover its effect on drug use, and changes in price and expenditures [2, 5, 10, 11] . Those studies reported that the introduction of reference pricing was followed by an increase in the use of drugs priced at or below the reference level. Accordingly, the use of the more expensive drugs decreased. A price reduction for both the brand and generic drugs was also observed. The reduction varied among the different studies, but was usually higher for brand drugs than for generic alternatives [5, 8] . Finally, most studies concluded that the introduction of a RPS reduced drug expenditures for the third-party payer. For Belgium, studies on the impact of the RPS are in line with the international literature [12] [13] [14] [15] [16] [17] [18] . Indeed, population-based studies reported that the market share of generics increased from 11% in 2001 to around 40% in 2007 and that savings for the thirdparty payer amounted to €57 million in 2003 [14, 15] . However, it was estimated that in 2008, €60 million in reference supplements was paid by patients on top of the obligatory coinsurance [9] .
While there is no doubt that the introduction of the RPS led to financial benefits for patients and the third-party payer, little is known about which patients bear the financial burden related to the reference supplement. Indeed, only one recent study considers the impact of the introduction of a generic RPS on consumer welfare [19] . The authors found that introducing the generic RPS reduced patients' co-payments via a decrease in prices for both brand and generic drugs. However, the authors relied on aggregated data and thus could not measure the financial burden for patients paying the reference supplement when using a brand name drug. Moreover, only a few studies have considered whether adherence to the RPS depends on patient characteristics [20] [21] [22] . Nevertheless, those characteristics might determine whether patients are fully aware of the existence and the consequences of a RPS and consequently have an impact on the choice of drugs.
Characteristics such as age, gender and education have previously been considered as important determinants of health behavior [23, 24] as well as of how individuals obtain health information [25] . Thus, if patients are not equally aware of the existence of a RPS, those from the weakest groups in society might end up using more pharmaceuticals for which a reference supplement is due. Therefore, a policy encouraging patient responsibility should be closely monitored to avoid undesirable outcomes in terms of disparities in access to health care according to socioeconomic status.
The aim of this study was to establish whether the generic price reference system, as introduced in 2001 in Belgium, had a detrimental effect on the equity of health care. We explored whether patients from lower socioeconomic classes were prescribed more or less often costly drugs with a supplement penalty within a cluster where cheaper reimbursed medicines existed (generic alternative). Given that pharmacist generic substitution (dispensing a generic drug even if the prescription is for a branded original product) is not allowed in Belgium, the prescription received by the patient determines the drug that will be dispensed by pharmacists. Hence, if prescribed, it is the patient's responsibility to ask the doctor for a generic alternative and to avoid the reference supplement. Since the RPS is designed in such a way that the financial incentive and the initiative are shifted from the provider to the demand side, such measures expose patients to the financial consequences of their drug use. However, the possible implications of the system on the financial accessibility of different socioeconomic groups have never been evaluated.
This article is structured as follows. In the first part the Belgian RPS is described. Data and methods used in the empirical analysis are provided in the second part. In the third part results are presented. The last section is the conclusion.
The reference price system in Belgium
Belgium has a compulsory health insurance system with broad coverage including drugs. Pharmaceutical reimbursement decisions are made by the Minister of Social Affairs who is advised by the Drug Reimbursement Committee (CRM/CTG). 1 The Drug Reimbursement Committee submits advice for a new drug based on the assessment and appraisal of a reimbursement request file sent by a pharmaceutical company. The file includes an overview of the clinical evidence for drugs for which the 1 Le Polain et al. [26] provide a detailed description of the decision process that takes place for the reimbursement of a new drug.
company claims an added therapeutic value plus an economic evaluation and a proposal for the reimbursement conditions. At the same time, the company asks approval for the requested drug price at the Ministry of Economic Affairs. The CRM/CTG advises the Minister of Social Affairs on the reimbursement basis, which might differ from the requested price. Prices are not capped, but only drugs in class 1 (drugs for which the company claims added therapeutic value) can obtain a price premium. Prices for drugs in class 2 (with similar therapeutic value compared to other drugs) must correspond to prices abroad or to similar products. Finally, generics and copies included in class 3 must set prices applying a substantial rebate on the original price of the brand drug [26] .
Reimbursement for new drugs is set as a coinsurance with a ceiling for patients. Coinsurance rates and ceilings differ between patients with and without preferential reimbursement and according to the reimbursement categories (which reflect the therapeutic necessity of the drug). Table 1 presents the cost-sharing schemes in 2008.
Reimbursement of pharmaceutical expenses increased in nominal terms by an average of 7.5% per year between 1990 and 2000 compared to an annual rate of 5.1% for total spending on health care [27] . To control pharmaceutical costs a RPS, called nationally the ''reference reimbursement system,'' was introduced on 1 June 2001 for offpatent reimbursable drugs provided that a generic alternative exists. Initially clusters included only original brands and generic alternatives with the same dosage and the same administration form. During subsequent years inclusion criteria were relaxed in order to enlarge the scope of the RPS. The most important change was made on 1 July 2005 when the definition of the cluster was extended to include all drugs having the same active ingredient (so belonging to the same ATC-5 classification group) [28] independently of dosage and administration routes [9] . Along with the definition of the size of a cluster, the reference price is the second most important component that defines a RPS. In general, countries tend to define the reference price based on the price of all or some drugs included in the cluster [9] . In Belgium, the reference price is based on a simple linear reduction (percentage) in the original ex-factory price of the brand drug. The result is then increased by the distribution and delivery margins to obtain the public price, as is the case for all drugs.
When the RPS was first introduced in 2001, the percentage reduction in the original ex-factory price of the brand drug was fixed at 16% [9, 29] . It was then progressively increased through the years and is currently equal to 30% for drugs included in the RPS for the first time, to 32.80% for drugs included in a reference group for over 2 years and 35.15% for drugs included in a reference group for over 4 years. The reference prices are revised four times a year.
When public drug prices are decreased by national compulsory measures, the reference price is affected and decreased proportionally. For instance, in April 2010, a new cost-containment measure introduced a biannual application of a compulsory price reduction for 'old' drugs: drugs reimbursed for over 12 years and less than 15 years had their ex-factory price and reimbursement basis reduced by 15%, and drugs reimbursed for over 15 years underwent a 17% reduction. These reductions imply that the reference price is reduced accordingly, twice a year (1 January and 1 July). Table 2 summarizes the percentage reduction applied to the original brand drug price to obtain the Source: Vrijens et al. [9] Patient socioeconomic determinants of the choice 303 reference price of the cluster. This percentage varies with two factors: the number of years the original drug is included in the RPS and the number of years the original drug is already reimbursed by a third-party payer (TPP).
A consequence of the modalities of the RPS in Belgium is that several pharmaceutical companies manufacturing commonly used original brand drugs reduced their prices to the level of the reference price. As this decreases the price differential between the brand name and the generics, the reference supplement for the patient can be avoided and their market share remains unaffected [30] . Thus, for these clusters in the RPS containing original brand drugs and generic alternatives, there is no financial penalty (the reference supplement) for the patient whatever the choice of drugs. For a total of 10.7 million inhabitants, patients paid in 2008, on top of the obligatory coinsurance, €60 million in reference supplements, corresponding to 10% of total out-of-pocket expenses for reimbursed pharmaceuticals.
Like in many other countries that have implemented a RPS, policymakers recognized the important role of physicians', pharmacists' and patients' behavior in the prescription and use of drugs not incurring the reference supplement. A set of measures for these three actors was introduced to increase the impact of the RPS. Measures for physicians include information campaigns as well as the establishment of minimum percentages of ''low-cost'' drug prescriptions. The National Drug Information Centre was asked to introduce a color-code schema in its information products (book, web site, computer applications) to indicate very clearly the costly drugs requiring a supplement. Easily accessible price comparisons for all drug groups were published on the website of the Information Center, and the third-party payer (the National Institute for Health and Disability Insurance -RIZIV/INAMI) printed booklets with these price comparisons for all drug groups for free distribution to all physicians. Low-cost drugs include both generic drugs as well as original brand drugs that aligned their prices to the reference price, as described above. To ensure that prescription quotas of low-cost drugs were respected, monitoring of the physician's prescribing pattern and sanctions for physicians who do not comply with the quotas were also set, although these were rarely implemented [31] . In 2001, the year of the introduction of the RPS, the share of low-cost drugs represented 6.6% of all reimbursed defined daily dose (DDD): 4.2% for generic drugs and copies, and 2.4% for original products that lowered their price to the reimbursement basis. In 2008, the share of low-cost drugs was 40.3% of the DDD (24.0% generics, 16.3% low-cost brand name drugs). Only 11.8% of the total DDD of reimbursed drugs entailed a supplement for the patient [9] .
The role of the community pharmacist in the delivery of reimbursed drugs in Belgium is limited to providing information to patients. Contrary to other countries, when faced with a branded prescription, Belgian pharmacists are not legally allowed to substitute an original brand drug for a generic alternative. Only when the prescription is written using the International Nonproprietary Name (INN) of the drug are pharmacists allowed to deliver a low-cost drug. However, prescribing by INN is not widespread in Belgium: only 7% of prescriptions were written in the INN in 2009 [32] . Until recently, the pharmacists received a percentage of the pharmacy retail price (31%, VAT not included). The legislator (Minister of Social Affairs) ensured that pharmacists' margins were the same in absolute value for both generic and brand drugs. But by triggering price competition, the RPS has indirectly contributed to the erosion of pharmacists' remuneration. Since 1 April 2010, a new remuneration system for the pharmacist exists. The pharmacist's remuneration consists of: (1) a fixed payment per delivery (75% of total income); (2) a variable payment as a percentage of the pharmacy exfactory price (20%); (3) a complementary fixed payment (5%). The fixed payment equals €3.87 and aims to remunerate the drug delivery. The variable payment or economic margin pays for the operating cost of the pharmacy. The complementary fixed payment aims to remunerate specific tasks including deliveries with the INN prescription (€1.20 per delivery). By limiting the share of the economic margin in the total remuneration, the new system partially disconnects the pharmacist's profit margin from the retail price.
Besides the financial penalty (i.e., the reference supplement) that patients pay when choosing a brand name drug instead of a generic alternative, public authorities and sickness funds launched some rather limited information campaigns to encourage adherence to the RPS. Source: Vrijens et al. [9] Methods and data
Study design and sampling
To study the link between patients' socioeconomic characteristics and the use of generic drugs versus brand name drugs incurring a reference supplement in the context of the Belgian generic RPS, a cross-sectional design and a twostep sampling procedure were used. The first step of the sampling procedure consisted of selecting a random sample of 10% of all prescribing general practitioners (GPs) in Belgium. To exclude occasional prescribers, prescribers with fewer than 200 prescriptions in 2008 were not included in the sample. The second step was to select all adult patients having received at least one prescription from one of the physicians selected in the first step. Only adult patients were included because the drugs selected in the analysis are indicated for adults (and are given exceptionally to children for very specific indications). For all selected individuals (patients and physicians) detailed information was obtained, including demographic and socioeconomic characteristics, and information on all the pharmaceutical products prescribed in an ambulatory setting. For each pharmaceutical product received by a patient in the sample, the co-payment as well the reimbursement by the third-party payer was obtained. Information not available at an individual level (income and education) was obtained for the smallest geographical unit (statistical sector) of the patient's residence. The selection of drugs was based on two criteria. First, only clusters for which the choice between a brand and a generic drug incurred a reference supplement for the patient were included. Second, the restriction to commonly prescribed clusters 2 had to guarantee a sufficient sample size. Molecules in our selection of clusters do not have a narrow therapeutic margin, and thus switching patients from the brand drug to the generic alternative does not pose a health risk for the patient [33] .
Data

Databases
The study period covered all pharmaceuticals reimbursed during 2008. Data were extracted from several administrative databases. First, individual patient data were obtained from the Intermutualistic Agency (IMA), a nonprofit institution that collects information from all sickness funds in Belgium [29] . Variables used in the analysis are from three databases (collected by the IMA) that are linked by the encrypted beneficiary number. Patients' demographic and socioeconomic characteristics are from the Population data set and information on pharmaceutical products delivered in community pharmacies (not in the hospital) from the Pharmanet database. Pharmanet contains exhaustive information on pharmaceutical dispensing, including the reimbursement category, number of packages, insurance reimbursements, co-payments, date of dispensing and prescriber identification number. Other reimbursed acts (not relating to pharmaceutical products) are registered in the Health Care database. Information on patients having a medical record with their GP, patients residing in a rest or nursing home for the elderly, and patients enrolled in a primary care center financed by the lump sum was selected from this data set. Because these data were not available for the year 2008, we relied on data for 2007. Finally, because data on income and education were not available at the level of the individual patient, we used data at the level of the statistical sector (SS). Statistical sectors divide municipalities into homogeneous entities according to several criteria making them reflect similar ''neighborhoods'' in terms of socioeconomic, urban and morphological characteristics. Statistical sectors vary in size; sometimes they are not larger than a street or a neighborhood. Data on education at the level of the statistical sector are based on the 2001 Census [34] , and data on income are available from the tax administration for the year 2005. For the sample of prescribers in 2008, the thirdparty payer provided information on gender and age.
Demographic and socioeconomic characteristics
Patients' characteristics Age and gender for all patients were obtained from the IMA data set. For the purpose of the analysis, four age groups were created (18-44; 45-64; 65-74; 75 and more). Six additional dummy variables describe other patients' characteristics: living in a residential long-term institution for the elderly, receiving a guaranteed income, being entitled to increased reimbursement of co-payments, receiving a lump sum for chronic illness, being inscribed in a medical care center and having a global medical record with the GP. A more detailed description of these variables is provided in the Appendix. Entitlement to a guaranteed income and to increased reimbursement of co-payments is conditional on a low income. Thus, these variables serve as a proxy for low socioeconomic background. The variables ''being inscribed in a medical care center'' and ''having a global medical record'' are included to capture patient loyalty to his/her physician. Patients can opt for having a global medical record held by a particular GP. In return they receive increased reimbursement for their primary care. Patients can also choose to enroll in a primary care center financed per capita and in return have free access to primary care. Patients' work status was categorized into four categories: unemployed, employee, self-employed worker, and invalid or handicapped. Finally, being entitled to a lump sum for chronic illness is an indirect indicator of health status.
Physician's characteristics
Geographic information Five income groups were created based on median taxable income for 2005. The education level of the statistical sector of the patient was aggregated using the International Standard Classification of Education (ISCED) [35] . We used the share of individuals having attained post-secondary education (ISCED 4 and 5) over the total population aged 18 years and older (see Table 3 ).
In addition, a patient's region of residence was included in the model to control for unobservable regional characteristics. Region of residence corresponds to Flanders (57.8% of population), Wallonia (32.4%) or Brussels (9.8%).
Statistical analysis
The observation unit was the prescription. As Belgium opted for a generic reference price system, use of brand drugs and their generic alternatives must be considered within each cluster. Indeed, as physicians do not have to choose among different active ingredients (as in a therapeutic reference price system), we consider that for each specific molecule the decision is limited to whether or not to use a generic alternative. The dependent variable in each model was a dummy variable with a value equal to 1 if the patient was prescribed a generic drug and 0 otherwise (i.e., using a brand drug and paying the reference supplement). Logistic regression models were used to assess associations between patients' characteristics and the probability of being prescribed a generic drug. The method of Generalized Estimating Equations (GEE) [36] was applied to adjust the variance of each parameter estimate for the clustering of prescriptions within patients. As this method limits the clustering to one level, variance estimates for physicians' characteristics, as well as those of small area characteristics might be underestimated. All factors (except the income variable) described in the previous section were included in the final model, whether statistically significant or not. This choice was made to allow proper comparisons of effects across all drugs analyzed. Odds ratios and 95% CI were derived from these regression models. P values presented are those of the effect of the factor as a whole (i.e., testing if there is any difference between all levels of the factor) and not P values from pairwise comparisons (testing each level of the factor to a reference category).
Analysis of the model robustness revealed collinearity problems between the two small area characteristics, income and education. In our sample, correlation between these two factors equaled 0.6. Sensitivity analyses revealed that the education level was more discriminatory than the income level, and thus only the education level of each patient's small area was used in the final models (tables including income are available from the authors).
Results
Selection of patients, prescribers and pharmaceutical products
The random sample of 10% of all prescribers corresponded to 826 GPs and to a total of 402,407 patients. For these patients, 1,526,084 prescriptions corresponded to clusters where a choice between a brand name drug with a reference supplement and generic alternatives existed. A total of 66 different clusters distributed in 7 anatomical main groups (ATC-1) were identified (tables for all molecules are available from the authors). The analysis was further restricted to commonly prescribed clusters covering a wide range of anatomical main groups and indications. Our final Table 4 ). Figure 1 includes the median reference supplement incurred by patients in 2008 and the percentage of patients who actually paid it for the ten molecules in our sample. The expected relation between both variables is in theory simple: a high reference supplement should dissuade patients from buying a brand drug. Indeed, in a generic reference price system, drugs are considered interchangeable in terms of benefits and risks for the patients; thus, only the price of each drug should play a role in determining which drug to use. However, patient preference as well as physician's prescription habits may also determine the extent to which generic alternatives are used instead of the more expensive brand [37, 38] .
We found that for lansoprazole and citalopram a small percentage of patients using the brand name drug end up paying a high reference supplement. Indeed, differences in the price between brand and generic alternatives (for certain administration forms) reach €9.21 for lansoprazole and €13.04 for citalopram per package. However, for diltiazem, the molecule having the highest median reference supplement in our sample, this result was not found. A high percentage of patients used the brand drug for diltiazem and thus ended up paying the reference supplement. Our results also show that the percentage of patients using the brand drug was high for some pharmaceuticals for which the median reference supplement paid in 2008 was small (piroxicam, furosemide and acetylcysteine). For these molecules, a difference in the price between brand and generic alternatives per package was €6.2, €2.47 and €3.22 for piroxicam, furosemide and acetylcysteine, respectively. A possible explanation might be that the price difference between the brand drug and the generic alternatives is too small to guide consumption behavior. However, patients might also be more sensitive to differences in prices (even if they are small) for pharmaceuticals used for chronic conditions. Regression results Table 5 presents the results of the analysis for the ten molecules. To simplify the interpretation of our results, we try to identify trends in the association between patient characteristics and the probability of using a generic alternative for the ten clusters.
Patient and physician demographic characteristics
Patient and physician demographic characteristics were introduced as control variables. The role of patient age and gender in the use of a brand versus a generic drug within the context of the reference price system is not straightforward. The association between patient age and gender and the probability of using a generic drug was found to be rather heterogeneous over the ten molecules. While for five active ingredients (diltiazem, clarithromycin, piroxicam, citalopram and acetylcysteine) men had a higher probability than women of receiving a generic drug, for lansoprazole the opposite result held. For the other molecules, gender did not play a role in using a generic drug. These results are in line with previous studies where patient characteristics such as gender, age and ethnicity have little or no association with the use of generic drugs [38, 39] . The age of the patient even had a less pronounced association with the probability of using a generic drug. For three drug clusters (piroxicam, tramadol and diltiazem) patients aged 18-44 years were more likely to use a generic alternative. For the combination of bisoprolol and thiazides, younger patients had a smaller probability of using a generic alternative. The same conclusion holds for the association between physician age and gender and the probability of using a generic drug. Physician gender played a role in prescribing behavior in six groups. Male doctors prescribed more generics for lansoprazole, furosemide, bisoprolol and thiazides, and piroxicam, and less for citalopram and acetylcysteine. Although physician age was also associated with prescribing behavior, no clear pattern was identified for the ten molecules.
Patient health status
Although the separate analysis for the ten molecules increased the homogeneity of patient health status within each group, differences remain. No direct health status information was available in the databases. However, entitlement to a lump sum for chronic illness can be interpreted as an indirect measure of health status. The variable was included as a control variable. Compared to more healthy individuals, patients receiving a lump sum for being chronically ill were less likely to use a generic alternative for diltiazem, tramadol and acetylcysteine. The opposite held for bisoprolol and thiazides.
Patient socioeconomic characteristics
Patient socioeconomic background was proxied by three variables available at the individual level and one at the level of the statistical sector. For the individual characteristics-work status, having a guaranteed income and being entitled to increased reimbursement-some patterns can be observed. Having a guaranteed income was associated with a higher probability of using a generic version for bisoprolol and thiazides, clarithromycin and citalopram, and a lower probability for diltiazem. This last result is rather striking, since diltiazem has the highest reference supplement (see Fig. 1 , Table 4 ). Higher use of a generic alternative of furosemide, piroxicam, acetylcysteine and citalopram was also associated with patients being entitled to increased reimbursement.
Work status was associated with the use of a generic drug for five active ingredients (furosemide, bisoprolol and thiazides, claritromycin, tramadol and acetylcysteine) but with opposite results. Compared to pensioners, which is our reference category, the probability of using a generic version of furosemide was higher for the other work status categories. On the contrary, for bisoprolol and thiazides, pensioners were more likely to use its generic version than all other groups. For clarithromicyn, tramadol and acetylcysteine, invalids and handicapped patients were less likely to use a generic alternative than pensioners.
Patients living in small areas with low education levels were more likely to use a generic alternative for six types of drugs: furosemide, bisoprolol and thiazides, clarithromycin, piroxicam, tramadol and citalopram. Only for acetylcysteine the opposite result was found: individuals living in more educated areas were more likely to use generic alternatives. Fig. 1 Percentage of patients paying a reference supplement and median reference supplement (in €) for ten molecules Patient socioeconomic determinants of the choice 309 Patient choice within the health system
The two variables reflecting patient loyalty to his/her physician were associated with a higher probability of using generic alternatives in several groups of drugs. Patients enrolled in a primary care center were more likely to receive generic alternatives in six groups: furosemide, bisoprolol and thiazides, piroxicam, tramadol, citalopram and acetylcysteine. Patients having a global medical record were more likely to be prescribed generic versions in nine out of the ten groups (except for lansoprazole). A possible explanation for the higher generic drug use in primary care centers could be that generic prescribing is an essential part of their policy [40] . Moreover, there is some evidence that the type of practice may influence prescription behavior of physicians [39] . A possible explanation for the larger probability of generic drug use for patients with a global medical record might be that, since having a medical record is possible only if patients ask their preferred GP to keep one, these patients have a better knowledge of the health system, including the existence of the reference supplement and how to avoid it. Another hypothesis is that patients and physicians using such a tool might be better suited to discuss prescription choices and thus use the less expensive alternatives.
Rest and nursing home for the elderly
Residing in a rest or nursing home for the elderly was associated with a higher use of generic alternatives for lansoprazole, furosemide, clarythromicin and citalopram. For acetylcysteine, the opposite result was found.
Regional characteristics
Compared with individuals living in Brussels, those living in Flanders and Wallonia were more likely to use generic alternatives in seven out of the ten groups that were analyzed (glicazide, furosemide, diltiazem, clarithromycin, piroxicam, tramadol and citalopram).
Discussion
There are many different approaches to evaluate a reference price system. A number of studies have tried to evaluate its effect on outcome measures such as drug use, changes in prices and cost for the third-party payer and for patients. Only a few studies have directly assessed its impact on financial accessibility [20] [21] [22] . However, a reference price system might impose a larger financial burden on more disadvantaged individuals if their knowledge of the existence and consequences of the system is not the same as that of more privileged individuals [41] .
To our knowledge, this is the first article directly analyzing the possible unintended differential impact of a generic reference price system on individuals with a different socioeconomic background. Several results are worth mentioning. First, the most stable results for the association of patient characteristics and the probability of using a generic drug were found for variables reflecting patient loyalty to his/her GP. However, both variables could also be interpreted as reflecting a patient's sensitivity to the cost of care. Patients with a medical record benefit from a 30% reduction in the co-payment of a GP consultation. Patients enrolled in a primary care center do not pay any co-payments. Maybe these patients are more informed on how to reduce their health care expenditures. In addition to this, one peculiarity of the pharmaceutical market is that the demand for pharmaceutical specialties is not determined solely by patients, but instead jointly by patients, prescribers and pharmacists. Having a medical record as well as being enrolled in a primary care center might also reflect how patients and physicians interact. Indeed, if those tools allow doctors to better internalize the health and financial cost for patients, they might result in a more efficient prescription behavior.
We did not identify a consistent pattern between the use of a generic drug within clusters in the RPS and patients' socioeconomic characteristics. There are a number of significant differences for individual drugs, and specific subgroups, but their clinical relevance can be questioned. Furthermore, the characteristics of the drugs may also be important: drugs for acute (hence short) use, drugs for serious complex conditions (e.g., diltiazem in cardiac patients, mostly prescribed initially by the cardiologist) and drugs perceived as strong brands (gliclazide, furosemide, piroxicam, acetycysteine). However, except for diltiazem, either a positive relationship, or none at all, between the use of a generic drug and a lower socioeconomic status was found. In terms of financial accessibility, the generic price reference system in Belgium seems to work well.
Although the results do not provide evidence that the RPS imposes an unbalanced financial burden on lowincome patients, some patients are still bearing the cost of using brand drugs when a cheaper alternative is available. How can it be explained that there are still prescriptions entailing a reference supplement? This question is particularly important in a system of generic reference pricing with narrowly defined clusters where potential differences in clinical effectiveness of generic and brand drugs can be regarded as negligible. Some hypotheses can be put forward. First, no nationwide information campaign directed towards the general public was organized. Second, generic substitution by pharmacists is not allowed. In Belgium, the pharmacist can dispense a low-cost medication only when prescriptions are written using the International Non-proprietary Name. Currently, only 7% of all prescriptions use the INN. Third, for physicians the time investment necessary to have a sound knowledge of the rapid changes in prices as well as their prescription habits may create a barrier for prescribing the less expensive alternatives [37] [38] [39] . Finally, the perception of generic drugs by GPs may play an important role. A number of surveys have been carried out in Belgium on this topic. Vrijens et al. [9] provide an overview of these surveys and conclude that the perception of generic drugs among GPs is positive, but that the reasons why they do not prescribe them are varied: price reasons (when the original has the same price as the generic alternative), because specifically asked for by patients, certain reticence about quality, or because it concerns very specific therapeutic indications. Furthermore, patients show a high degree of confidence in their physician. Even though they are aware of the existence of generic drugs and overestimate the price differential, they hesitate to ask their prescriber to change the prescription. The extent to which a reference price system is able to attain both the policy objective of controlling expenditures as well as being equitable essentially relies on the interaction among the physician, the patient and the pharmacist. Measures in Belgium have mostly been directed toward patients and physicians. A step further may be to allow pharmacist generic substitution. In addition to this, to avoid inequities among patients, introducing a cost-sharing measure that intends to provide patients with monetary incentives to alter their consumption behavior should be accompanied by measures increasing patients' awareness of the financial consequences of this behavior. 
